Sir,

Elevation of hemi-diaphragm is commonly due to diaphragmatic paralysis either congenital or acquired in origin. Congenital ED is indistinguishable from diaphragmatic hernia with sac. Larger the defect more the patient is symptomatic. Repeated nonbilious vomiting with upper abdominal fullness and respiratory distress should be investigated properly to diagnose gastric volvulus. Perforation and peritonitis in children with a past history of repeated nonbilious vomiting and respiratory distress the diagnosis of eventration with perforation of the gastrointestinal tract should be kept in mind. Early diagnosis and timely intervention give a good result.

A 2-year-old male child presented with rapidly increasing abdominal distension and respiratory distress with a past history of repeated nonbilious vomiting and upper abdominal distension. On examination, the patient was hemodynamically unstable with features of peritonitis. On admission, X-ray chest and abdomen showed distended stomach with mediastinal shifting to the right. Left hemi-diaphragm was elevated \[[Figure 1a](#F1){ref-type="fig"}\]. So, diagnosis of eventration of the diaphragm and gastric volvulus was suspected. During preparation for operation abdominal distension was further increased. On exploration, free gas came out, and there was hemorrhagic collection inside the abdomen. Central major part of left hemi-diaphragm was thinned and elevated. There was a perforation in the posterior wall of stomach \~1 cm in diameter \[[Figure 1b](#F1){ref-type="fig"}\]. Another male child of 1-year age presented with the similar presentation. After exploration gastric perforation was found at the anterior wall near greater curvature along with left sided ED.

![(a) Straight X-ray chest and abdomen showed distended stomach with mediastinal shifting to the right. Left hemi-diaphragm was elevated, (b) intraoperative picture showing posterior wall perforation (marked with Adson forcep)](JIAPS-21-207-g001){#F1}

Biopsy from perforation site taken and stomach perforation repaired with 4-0 vicryl in two layers. Central thinned part of diaphragm excised and repaired with 4-0 polypropylene in two layers. Postoperative feeding started on 3^rd^ day and patient was discharged on 5^th^ day with an uneventful recovery.

Eventration of the diaphragm is more common on the left side. Usually, present with respiratory tract infection and respiratory distress. Complicated ED may be presented with acute gastric volvulus featuring repeated vomiting and upper abdominal distension. A perforation in gastric volvulus is rare and few are reported.\[[@ref1]\] Diagnosis of eventration was made by doing straight X-ray chest, computed tomography scan thorax and fluoroscopy. In emergency situation, straight X-ray abdomen and chest anteroposterior view are sufficient for confirmation. Elevated diaphragm, mediastinal shift, and large gastric air fluid level are suggestive of eventration with gastric volvulus. In our case, the child presented with a distended abdomen and respiratory distress. On investigation, there was a mediastinal shift with elevated left hemi-diaphragm and large gastric air fluid level no free gas under the diaphragm. In our patient, there was no free gas under the diaphragm in X-ray abdomen. Most probably, perforation took place in the time interval of admission (when the X-ray was taken) and the time of operation.

ED usually repaired through thoracic route. ED associated with gastric volvulus or suspected perforation need laparotomy. Here, we have explored through left upper abdominal transverse incision. Gastric volvulus, posterior wall of stomach perforation and left sided ED was detected and repaired without any drain.

Children with gastric outlet obstruction should be investigated keeping in mind that it may be due to eventration with gastric volvulus.
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